A 43-year-old man was referred to a specialised liver unit with progressive abdominal distension and sarcopoenia. He had a background of moderate-to-high alcohol intake. His exercise tolerance was appropriate for his age, and he denied having had exertional dyspnoea or orthopnoea. On examination, there was shifting-dullness of his abdomen, bilateral pitting oedema, an elevated jugular venous pressure and sarcopenia. Other than having clinical ascites, there were no stigmata of liver disease. His observations were stable, and urine output acceptable.
DESCRIPTION
A 43-year-old man was referred to a specialised liver unit with progressive abdominal distension and sarcopoenia. He had a background of moderate-to-high alcohol intake. His exercise tolerance was appropriate for his age, and he denied having had exertional dyspnoea or orthopnoea. On examination, there was shifting-dullness of his abdomen, bilateral pitting oedema, an elevated jugular venous pressure and sarcopenia. Other than having clinical ascites, there were no stigmata of liver disease. His observations were stable, and urine output acceptable.
His blood tests revealed an acute derangement in his transaminases. A full liver screen was unremarkable in revealing a possible aetiology for this derangement. An abdominal ultrasound scan showed a large amount of ascites, in the presence of a normal liver morphology and patent hepatic vessels. His chest X-ray and ECG (figure 1) were unremarkable. Ascitic fluid demonstrated a transudative picture with a high serum-ascites albumin gradient; samples were negative for tuberculosis or malignancy.
To establish cardiac ventricular function, a transthoracic echocardiogram (TTE) was performed. This showed normal right ventricular dimensions with good systolic function, a mildly dilated right atrium and left ventricular ejection fraction (LVEF) of 57±5%. A subsequent CT Thorax (figure 2) and cardiac-MRI revealed features in keeping with constrictive pericarditis (figure 3) (video 1). Invasive haemodynamic evaluation during cardiac catheterisation confirmed this diagnosis.
An uneventful surgical pericardiectomy was performed, with no postoperative complications. A repeated TTE 2 weeks postoperatively demonstrated good biventricular function; LVEF was 85%. Histology demonstrated end stage, chronic fibrosing ('obliterative') pericarditis with no Figure 1 ECG initially seemed unremarkable-on retrospect, non-specific signs of constriction can be noted on the rhythm strip shown, including low-voltage notched P-waves and flattened T-waves. evidence of neoplasia (figure 4). The patient remained without ascites recurrence at 6 months.
Contributors AC was involved in the diagnostic process, gained consent from the patient, gathered the clinical information for the case, including the compilation of images and video, and assisted with the write up of the case. MA critically reviewed the article for intellectual content, performed a review of the literature, interpreted the content for learning points, and assisted with the write up of the case. AC and MA were involved with the conception and design of the manuscript, and approval of the version of the manuscript to be published. Video 1 These collated images from the patient's cardiac MRI show a diastolic septal bounce due to abrupt cessation of ventricular filling within a non-compliant pericardium.
Learning points ▸ Constrictive pericarditis occurs as a result of scarring and consequent loss of the normal elasticity of the pericardial sac. 1 It can occur after any pericardial disease process, but often following acute pericarditis (viral or idiopathic), or cardiac surgery. 2 The vast majority of patients with constrictive pericarditis display elevated jugular venous pressure on physical examination. Other important but less common features include pulsus paradoxus, Kussmaul's sign and pericardial knock. Patients also present to hepatology units with peripheral oedema, ascites and/or sarcopeniahighlighting the significance of considering a wider differential in the investigation of ascites. ▸ Patients with suspected constrictive pericarditis should undergo an initial evaluation with an ECG, chest X-ray and transthoracic echocardiogram. If the diagnosis is uncertain or surgical intervention is planned, additional investigation is often required. This includes cardiac-MRI and/or cardiac catheterisation. ▸ Pericardiectomy is the only definitive treatment option for patients with symptomatic constrictive pericarditis. 3 Medical therapy (eg, diuretics) may be used as a temporising measure and for patients who are not candidates for surgery.
